Background: This study presents a formative evaluation of nine pre-licensure workshops to educate on interprofessional, client-centred mental healthcare. The workshops, informed by the conceptual framework of Orchard, Curran, and Kabene had two key objectives: to stimulate networking and to socialize healthcare providers in working together.
Introduction
Persons with mental health concerns, homelessness, and other related problems often have major challenges in obtaining services for their needs [1, 2] . These challenges have become greater as the provision and coordination of care previously occurring in hospitals has moved to community-based services that are often provided independently by various agencies and healthcare professionals who offer health and other services, such as income support, appropriate housing and nutrition, recreation and leisure activities, legal advice, et cetera [3, 4] . The broad range of services needed by this population, whether provided within institutions or the community, requires expanded interprofessional (IP) skills and integrated teams [5, 6, 7, 8, 9] . Such requirements are often challenged however, as typically training and education is provided in unidisciplinary educational environments that provide profession-specific preparation and identity development [3] .
Additionally, the unique needs of persons with mental health concerns necessitate client-centred practice [8, 10] . Although the term has many definitions, "clientcentred practice" is broadly interpreted as an inclusive approach that recognizes the client's lived experience, values, preferences, needs, and family or home environment [11, 12, 13] . Research has shown that clients in mental health programs value an IP and client-centred approach, both of which enhance their potential for rehabilitation [14, 15, 16, 17, 18] . An IP and client-centred approach does not negate the importance of the professionals' expertise, but it does enable clients with mental health concerns to gain from the expertise of several health professionals in addressing their concerns and helping to develop a shared plan of care.
Current healthcare professionals have limited knowledge and understanding of the roles and responsibilities of their colleagues and clients/families within an IP team [19] , and they are not prepared for IP teamwork [20, 21] . Not all health professions currently receive extensive IP training and education, and even when they do, this training may not be explicitly from a client-centred perspective [11, 22, 23] . This is because good IP team functioning can occur without a client-centred approach (as in the case of teams that are highly collaborative but exclude the client from decision-making). Also, a client-centred approach does not necessarily lead to an IP, collaborative approach, for various disciplines see "client-centred" as relevant to their individual, one-on-one interaction with clients. For example, "patient-centred medicine" focuses primely on the patient-physician relationship, and the six interactive components that underlie the foundations of patient-centred medicine do not list IP collaborative practice [24] :
• the assessment of disease and illness;
• integrating the assessment with the understanding of the whole person;
• finding common ground between doctor and patient;
• incorporating prevention and promotion;
• building up a long-term relationship between the doctor and patient; and • being realistic in allocating resources in practice.
Indeed only recently has there been discussion of "changing the culture" to include IP collaboration within patient-centred medicine [11] . IP, collaborative client-centred practice is complex: it embraces not only the relationship between client and healthcare professional but also the foundations of IP team functioning. Thus, our interest is to expand the perception of client-centred practice that focuses on the individual client-healthcare professional relationship to include IP, collaborative practice. Preparing future professionals within IP environments is a key factor to enhancing the application of IP client-centred practice for both improving the care of persons with mental health concerns and addressing the rising costs of mental illness.
Teamwork and IP collaboration have become important themes in recent years in healthcare practice [25, 26] . The underlying rationale is that IP collaborative prac-tice should provide more effective, efficient, satisfying, and client-centred healthcare services [26, 27] . However, various studies have articulated barriers to IP practice, including organizational, systemic, and interactional factors [25, 26, 27, 28] . Organizational, administrative, and decision-making protocols are developed to adhere to regulatory bodies that may be antithetical to IP [25, 29] . Systemic barriers include power imbalances among healthcare professionals and also with patients/clients [19, 25, 30, 31, 32] . The silo approach to training within different healthcare disciplines often leads to role socialization around profession-specific values, identities, and patterns of practice, creating interactional barriers [3, 30, 32, 33, 34] . As San Martín-Rodríguez and colleagues [19] suggest, the educational system is one of the "main determinants of interprofessional collaborative practice, because it represents the principal lever for promoting collaborative values among future health care professionals" (p. 137).
In 2006 the authors received a grant from Health Canada's Interprofessional Education for Collaborative Patient-Centred Practice (IECPCP) initiative to facilitate IP collaborative mental healthcare in both education and practice settings, focusing on mental health services to vulnerable populations experiencing issues of housing/homelessness. The rationale for this project was threefold: 1) the complexity of mental health needs requires IP skills and integrated teams to provide a range of services; 2) client-centred care is enhanced by collaboration among IP teams; and 3) pre-and post-licensure education provides limited training in IP.
play-acted the various case studies at the workshops. The student participants also received feedback on their client-centredness from faculty, psychiatric consumers, and other community agency members. Thus, the workshops provided substantive time for experiential learning, reflection, and discussion [45] . The appendix provides in detail the specific themes and learning objectives for each workshop.
Action: The Curriculum Committee, comprised of IP faculty champions, psychiatric consumers, and students from different disciplines, developed the themes, learning strategies, and implementation plans for the workshops to influence socialization of healthcare students to practise interprofessionally. Electronic notices of workshops were sent to all relevant university departments and community agencies for distribution among faculty, staff, and students, and posters were put up across campus to advertise the workshop series to encourage participation.
Data generation: As part of the action plan, the Curriculum Committee developed specific learning objectives for each workshop. These objectives were provided to the Evaluation Committee, who developed a measurement plan to examine the extent to which the specific learning objectives of each workshop were implemented.
Measures
As there were no available instruments to measure IP collaborative care, or socialization processes within the context of our specific learning environments and objectives [45] , three surveys were developed and used. Content validity of the surveys was established using the method of an expert panel [46, 47] , which included members of the Evaluation Committee (six faculty from medicine, nursing, occupational therapy, psychology, and social work with expertise in questionnaire development, program evaluation, and qualitative and quantitative methods; five student members; one psychiatric consumer; and three CIPHER-MH staff members). Using the principles of good questionnaire design [48, 49, 50, 51] and informed by other instruments in the field, the Evaluation Committee generated and reviewed a pool of questions to measure general and workshop-specific learning objectives, using the following criteria: focus, brevity, clarity, readability, completeness, and adequacy of response options [49] . The questions underwent numerous revisions. Due to the short period between finalization of workshop content by the Curriculum Committee and the Evaluation Committee's development of the evaluation measures for each workshop, including the time required by the Research Ethics Board (REB) to review each workshop's evaluation questions, receive back and approve the revisions, there were no opportunities to formally pilot test the questions.
As a result of this process, the Interprofessional Interest Survey (IIS), a threeitem instrument using a five-point Likert scale (1 = not important at all and 5 = very important) was developed to assess perceived importance of IP education (IPE). The IIS was to be filled out by first-time attendees at the workshops to gather baseline data, although not all first-time attendees completed the instruments (completion was voluntary, as required by the REB). Workshop Feedback Forms (WFF) gauged whether overall and specific learning objectives of each workshop were being implemented. These WFFs, which included Likert-scale, closed-ended ques-tions (for Workshops [3] [4] [5] [6] [7] [8] and open-ended questions (for Workshops 1-9), were developed by the Evaluation Committee after input from the Curriculum Committee about the objectives for each workshop; they were specific to and filled out at the end of each workshop. At the end of the program a Computer-based Feedback Form (CFF) was developed and sent out electronically as a "client satisfaction questionnaire" to participants to obtain their perceptions of the workshop series and to identify whether they both found the series to be useful and used any learning from the workshop content in their practice. The completion of both these instruments was also voluntary.
Data analysis and interpretation: Formative processes were used to evaluate attendance and specific learning objectives, and the data were fed back to the Curriculum and Steering committees, whose members interpreted and used the data to guide their planning and implementation of subsequent workshops.
Descriptive statistics were used to analyze the IIS, the attendance and survey questions following each workshop (WFF), and the post-workshop survey (CFF). The open-ended, qualitative questions were analyzed for content on explanations on and expansions to some of the Likert-scale questions and suggestions for improvement. Statistical Package for the Social Sciences (SPSS) was used to analyze the quantitative data, and the open-ended questions were coded, content analyzed, and summarized by two employed research associates who analyzed the phases independently and then met the authors for consensus.
Evaluation: A formative (process) evaluation approach [52] allowed ongoing examination of whether the intended population was reached, levels of participant satisfaction, and levels of program objectives implementation. It did this by capturing perceptions of participants on whether they perceived changes in knowledge, attitude, and skills development (practice) from the content and activities of the workshops. Time limitations of this project (22 months) prevented a full summative evaluation of program outcomes, for no follow-up outcomes data could be collected and no comparison groups were available. The study was approved by the Health Sciences Ethics Review Board at the University of Western Ontario.
Results
Examination of whether the intended population was reached, levels of program objectives implementation of the two key objectives, participant satisfaction, and self-reported use of learning materials were assessed through the closed-and openended questions from the IIS, WFF, and CFF.
Objective 1: Stimulate networking
The workshops brought together a diverse community of students, faculty, psychiatric consumers, and other agency members: 734 attended the workshops, although most did not attend all nine workshops. About one-third of participants at each workshop were first-time attendees. This included faculty and students of our partner disciplines and pre-professional programs, community agency staff, psychiatric consumers, and others (including faculty or students of respiratory therapy, speech Table 1 ). The number of participants, including new participants, is shown in Table 2 . Table 1 Total workshop participants by discipline and status Note: *Total participants vary, as not all the questions on the forms were completed by the same number of participants. Also, total percent may not equal 100% due to rounding.
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Table 2 Workshop participation
Note: *A number of participants attended multiple sessions.
Undergraduates comprised 56.5% (n = 363) and graduate students comprised 40.8% (n = 262) of attendees. At the University of Western Ontario, occupational therapy, physical therapy, speech language pathology, and clinical psychology are graduate programs, although some undergraduate psychology students also attended.
Feedback from the open-ended question at the end of the Workshop 1 (Awareness) on what participants liked most indicated that a number of participants liked the opportunity to partake in shared learning and networking with each other: It is a great opportunity for health care professionals and students to be provided with this type of workshop. They are very beneficial and a great way to interrelate with other health care providers.
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[I] liked meeting people from different disciplines.
[The workshop provided an] opportunity to network with others.
Objective 2: Socialize healthcare providers in working together This objective included three components: awareness and understanding about IP and client-centred care (knowledge); appreciation of and valuing IP practice and client-centred care (attitudes); and comfort and ability in developing skills to function in IP teams (practices). Table 3 provides responses to the Likert-scale questions of the Workshop Feedback Forms (WFF) for Workshops 3 to 8, including response rates for each workshop. Awareness and understanding (knowledge). As Table 3 shows, workshop participants self-reported increased knowledge for a number of issues, such as awareness of jargon, the importance of being client-centred, the importance of determining leadership criteria, conflicts within IP situations, approaches to handling conflict, IP collaboration, collective responsibility during team interaction, and barriers to effective IP collaboration.
Content analyses of the open-ended questions on the WFF also provided support for increased knowledge of IP and client-centred issues. In Workshop 2 (Whose Role Is It Anyway?), which focused on skills and knowledge of each discipline and the similarities and uniqueness among disciplines, participants were asked to identify the most educational element of the workshop: 40.8% of the 49 who responded to the question identified that the most educational element of the workshop was gaining a better understanding of different professions and the role they play in client care. When asked what they learned most from the workshop, 18.4% of the 49 respondents further commented on learning about role responsibilities, education, and regulation requirements for disciplines other than their own.
The most educational part … for me [psychology resident], was gaining a better understanding of an OT's profession and understanding the role they play in the life of a patient.
The services offered by other health care professionals are more diverse and varied than I knew.
[I learned about] the different scopes of practice of each profession and the various educational and licensing procedures.
[I learned about] the unique roles that each discipline play in the care of a client-there are areas of overlap where collaboration can be helpful and areas of expertise where each profession brings its own skills.
Knowledge about the importance of IP client-centredness in communications and practice was gained throughout the workshop series. For example, in It demonstrated the importance of validating the patient's feeling instead of just pushing ahead with more questions.
It was clear in our reflections that the client felt much better when questions were asked that were client-centred.
It was useful in showing how easy it is to neglect to ask important questions about the client.
We went in circles with the interview process because we didn't include the client and didn't allow the client to identify goals. Only 1.3% thought IP education not very important. However, when queried on how established IP education was in their profession or agency, 47.2% reported that it was very established/established, while 37.7% reported that it was neutral, and 15.2% reported that it was not established or not established at all. The vast majority thought their profession or agency should be very involved (70.9%) or involved (26.6%). Table 3 indicates from the Likert-scale questions of the WFFs that the majority of participants thought that the workshops increased their appreciation and valuing of other professionals, psychiatric consumers, and the processes involved in IP collaboration. The majority felt respected by other disciplines and believed the client to be an important member of an IP team.
Content analyses of the open-ended question asking respondents to elaborate on their response to the Likert-scale question on whether they felt respected in Everyone was given an opportunity to speak; questions were openly asked for clarification and collaboration.
Other disciplines were open to hearing different perspectives.
They [participants from other disciplines] were receptive to our discipline's approaches/priorities and incorporated them within the overall plan.
However, five respondents perceived particular disciplines to not be understood or valued:
People [I learned about] involving the patient as PARTNER.
Comfort and ability (practices).
Participants had opportunities at each workshop to develop comfort and ability with skills relevant to IP collaboration. Skills pertaining to active listening, working in teams, conflict resolution, and case coordination were specifically addressed during the nine workshops. As evidenced in Table 3 , the majority of participants strongly agreed or agreed that their practice skills had improved in listening, conflict situations, and care plan coordination. In Workshop 4 (Understanding Roles), 39 participants (71%) elaborated on the openended section of the Likert-scale question indicating that they had improved their attentiveness and listening to psychiatric consumers, other students, and profes-sionals, although 22 expressed opinions about the requirements and challenges of IP practice:
Paying more attention as to why others [from other disciplines] are asking the questions they are.
Each profession can go about getting the information in very different ways. Various perspectives are introduced in the group setting and I learned to listen more effectively to determine what information they were trying to elicit.
So many of our questions overlap so it is important to listen and apply answers to my own profession.
It's sometimes hard to listen to others' questions and the clients' answers when you have a bunch of questions for them yourself.
It's easy for the client to feel disconnected/lost. We all need to listen and react empathetically to what the client is saying, not just continue firing questions.
In Workshop 5 (Collaborative Leadership), in response to the open-ended question on most significant learning, participants identified three broad categories of significant learning: collaboration, leadership, and focus on the client. Participants perceived that they developed skills for choosing a leader and for working through an IP case. Participants identified general criteria for choosing a team leader, including leadership style, knowledge and experience, organizational skills, communication, personal qualities, client-centredness, and miscellaneous criteria, although some commented that the focus was still on medical doctors as leaders.
A leader needs to know the strengths of the other profession and think outside the box.
No matter what the discipline, we all wanted the same qualities in a leader.
Discipline is not the #1 aspect of choosing a leader; medical doctors should not always be leaders. use of workshop materials. Appendix 2 indicates that of those who responded (n = 83), the majority indicated a positive experience: most felt that the workshop series was helpful or extremely helpful. Over half (50.8%) were extremely satisfied with the quality of the workshops, while 1.5% were somewhat dissatisfied. The small-group discussions were endorsed as most useful, and the most useful topic was conflict resolution. The vast majority of participants had made other students or colleagues aware of the workshops and had discussed them with others. Most had used information from the workshops, the most common of which was being information on roles and responsibilities of other professionals, followed by communication across disciplines and communication with clients.
Respondents indicated that they intended to use learning about IP collaborative practice, and a few indicated changes in their practice setting or work. Most had not encouraged students or colleagues to make changes based on knowledge gained from the workshops, although three-fifths indicated that they intended to make future changes as a result of the workshops.
The CFF also confirmed the baseline findings from the IIS about the importance of IP education; most stated it was important or very important. The vast majority thought their profession or agency should be very involved or involved in IP education.
Discussion
Increased community focus and the need for coordination of complex care related to mental health, housing, and related challenges create an ideal opportunity for students to learn about IP practice. This formative evaluation demonstrated participant satisfaction and that the objectives of the workshop series were implemented. The workshops were generally reported to be a positive experience and perceived to be helpful and of good quality. These findings are congruent with IP literature supporting IP workshops as a well-perceived and effective means to improve IP attitudes and behaviours [53, 54, 55, 56, 57] . The various survey results indicated that the student participants were interested in learning about IP practice and were able to reflect on changes to their knowledge, attitudes, and practices occurring within the workshops, as was hoped for in our learning objectives. Specifically, students commented on learning about different disciplines, the importance of being client-centred, and on leadership, conflict, and case management.
Of all the workshop topics presented, the Many Faces of Conflict workshop was ranked as the most useful topic on the CFF that was completed after the workshop series. Considering the reported literature on health practitioners' frequent suppression of conflict and the need to emphasize this in IP education, this result is gratifying [59, 60, 61] . The Gaining Respect workshop was ranked to be least useful. Curran and colleagues [27] indicated that "respect of all professions" is a key enabler for post-licensure professionals but not for pre-licensure students. It is possible that the pre-licensure students attending our workshops did not have enough experience with respect-related issues in the workplace to appreciate their significance. Alternatively, these participants may already have been socialized to appreciate the importance of collegial respect, thus seeing the workshop on this topic as less valuable than other workshops. Importantly, 625 students from different disciplines attended these two-hour, after-class workshops, although few attended all nine. IP learning opportunities can be difficult to organize due to differing schedules across programs and packed curricula [27] . Nevertheless, students were motivated to attend the evening workshop format even without receiving formal credit. Moreover, the evening workshop format allowed students in different programs to learn together. Although this approach may appeal to those already motivated and interested, more formal integration of workshops into curricula would allow us to reach students who may have practical constraints to attendance or who may not yet recognize the importance of IP practice to their future careers.
Three key decisions may have had a positive effect on general student satisfaction with the workshop series. First, we chose to use a developmental sequence of learning workshops over a period of time, utilizing a simple to complex strategy that is advocated by Tough [61] and Davis et al. [62] . In many other efforts to provide workshops, often a single or dual set of workshops is provided and then repeated for new participants. Second, we chose to structure the series around a conceptual framework to ensure coherence in learning development across each workshop, as a successful strategy that is well documented in the IP education literature [63, 64, 65, 66] . Third, we chose to mix students and faculty members with psychiatric consumers and other community agency members in the workshop small teams group work. None of the participants reported in the feedback that such a mixing interfered with their learning. Rather, the integration of psychiatric consumers into the workshop groups enhanced these workshops immeasurably, as advocated by several authors [10, 16, 67, 68] . Indeed, the psychiatric consumers played major roles in the educational process in terms of their involvement in curriculum development for the workshops, delivery of the curriculum, provision of feedback, and overall evaluation of the program. Participants reported that involvement of psychiatric consumers resulted in changes in their preconceived attitudes regarding inclusion of psychiatric consumers in their teamwork, in improved strategies to communicate effectively with them, and in a better understanding of clientcentredness. We also provided financial stipends for participation at committee meetings, which was particularly important for consumer groups and other agencies to allow them to provide replacements for staff while they were out of the office at our meetings [16] .
On the negative side, the overall learning from these workshops may have been less than optimal because participants could come to the workshops at any entry point in the series. Some frustration was voiced through informal feedback provided by a few participants who had been to previous workshops and wanted to move ahead but felt constrained by the need of new learners to catch up on teamwork skills within the group work.
Additionally, although the workshops were primarily for students, we had hoped to have more faculty and agency members who were not part of the different com-mittees attend the workshops. Fewer faculty and agency members attended than hoped for, although this result may have been a documentation problem. Although all attendees were required to sign in so that we could have a tally of attendees for each workshop, not all of them filled out feedback forms, and thus the background details of all participants may not have been reflected in the descriptive data of professional categories. Barriers to IP education include problems with scheduling, rigid curriculum, lack of reward for faculty, time isolation, administration, attitudes, accreditation, licensing regulations, turf battles, lack of resources, as well as lack of interest or buy-in [7, 27, 29, 69] . Buy-in and adoption of new approaches may be more of a challenge for established professionals where the adoption by these professionals of a new approach may not be compatible with values, beliefs, and past experiences within their social systems [3, 34, 70] . More attention may be needed to identify enablers of IP (e.g., champions, and financial support) among faculty or agency members [27, 34] , as professional membership may create "social and cognitive boundaries that impede" [30, p. 61] IP practice. Indeed, healthcare professionals "tend to resist change, operating instead on the premises of internalized norms and care strategies, developed through professional socialization, training, experience, peer culture and organizational structures" [28, p. 130 ]. There may be greater value in educating students, for they tend to show a high willingness to engage in IP education and thus may be more open to early adoption [70, 71] . The challenge that continues to persist is the lag between preparation of students for their IP practice and the demonstration of collaborative practice within agencies as a norm. More attention is needed to not only prepare students for IP client-centred practice but also for them to act as change agents, implementing IP client-centred practice where it does not currently exist. However, these workshops on IP learning still stimulated grant applications by authors and generate requests from faculty and agency members for further IP teaching and on-site workshops oriented toward practising professionals.
Study limitations
Important limitations to this study need to be noted. This study represents the critical first phase of evaluation, a formative (process) evaluation to assess program implementation, that is, whether the program was implemented as per objectives. Therefore, although participants indicated that they had or intended to use some of their learning about IP collaborative, client-centred practice, we have no evidence of effectiveness of the IP workshops on IP practice and consumer outcomes, a limitation that characterizes much of the research on the effectiveness of IP education [27, [71] [72] [73] [74] [75] [76] [77] . The design of the study (post-test only design with no control group) was not that of a summative evaluation by which to evaluate changes in outcomes, and in addition to the uncertainty related to the validity and reliability of our measures, does not allow any firm conclusion as to the effects of the workshops on participants' actual learning.
Moreover, participants in this study were interested in IP and thus self-selected; the results could be positively biased. Additionally, given that most did not attend all workshops, it would be important to learn why. There were also methodological challenges in ensuring that all participants filled out the various feedback forms. Raffles and prizes were used to entice participants to complete feedback forms but, as is evident with the sample sizes for form completions, many did not fill these out. Thus the representativeness and potential bias of the results are impossible to gauge. Additionally, the PAR-developed instruments were not subjected to rigorous psychometric assessment, and therefore the validity and reliability of the measures are not known.
However, the content of our IP project, namely mental health issues, provided an ideal context for students to learn about IP practice, because mental health issues often require the input of many healthcare professionals to coordinate complex care related to mental health, housing, and other challenges. In addition, psychiatric consumers have often experienced treatment that has not been client-centred, so their experiences and feedback can create an awareness and understanding of issues related to client-centred practice.
This first workshop series also provided important information to inform the development of subsequent workshops. A number of successful activities and approaches-such as the partnership with psychiatric consumers-in the development, delivery, and evaluation of the program were incorporated into a later workshop series through the use of standardized patients as group facilitators, and a momentum was observed for interest in IP. Subsequent research should be conducted to assess effectiveness of these IP education programs on actually changing IP and client-centred practice within the healthcare sector. 
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